G iven the high prevalence of delirium in the intensive care unit (ICU) and the negative clinical outcomes associated with it, current practice guidelines recommend that ICU patients be routinely screened for delirium using a val-idated screening tool (1, 2) . The Intensive Care Delirium Screening Checklist (ICDSC) and the Confusion Assessment Method for the Intensive Care Unit have been shown to be highly sensitive, reliable, and easy to use tests for detecting delirium when used by nonpsychiatric personnel (Appendix) (3) . Although nurses are best positioned to screen for delirium in the ICU, given the fluctuating course of delirium and their contact with patients during their entire shift, physicians remain the primary decision maker in the ICU and thus should play a key role 
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Objective: Although medical intensive care unit nurses at our institution routinely use the Intensive Care Delirium Screening Checklist (ICDSC) to identify delirium, physicians rely on traditional diagnostic methods. We sought to measure the effect of physicians' use of the ICDSC on their ability to detect delirium.
Design: Before-after study.
Setting: Medical intensive care unit of an academic medical center
Patients and Participants: A total of 25 physicians with >1 month of clinical experience in the medical intensive care unit conducted 300 delirium assessments in 100 medical intensive care unit patients.
Measurements and Main Results: Physicians sequentially evaluated two patients for delirium using whatever diagnostic method preferred. Following standardized education regarding ICDSC use, each physician evaluated two different patients for delirium using the ICDSC. Each physician assessment was preceded by consecutive, but independent, evaluations for delirium by the patient's nurse and then a validated judge using the ICDSC. Before (PRE) physician ICDSC use, the validated judge identified delirium in five patients; the physicians and nurses identified delirium in zero and four of these patients, respectively. The physicians incorrectly identified delirium in four additional patients. After (POST) physician ICDSC use, the validated judge identified delirium in 11 patients; the physicians and nurses identified delirium in eight and ten of these patients, respectively. The physicians incorrectly identified delirium in one patient. in delirium identification and treatment. However, physicians have been shown to underrecognize delirium in the ICU, and their reluctance to use delirium scales has been identified as a barrier to effective delirium screening in the ICU (2, 4) .
After physician ICDSC use, agreement improved between both the physicians and validated judge (PRE
Although use of a delirium screening tool by nurses improves their ability to recognize delirium in hospitalized patients, and a number of investigations have examined delirium screening by nurses and research personnel in the ICU, the effect of physician use of a delirium screening tool on their ability to recognize delirium remains unclear (2, 5) . Given the low number of physicians who routinely evaluate patients for delirium and the need for physician buy-in for routine delirium screening in the ICU, we sought to determine whether physician use of the ICDSC, along with education regarding its appropriate use, improves their ability to detect delirium in the medical ICU (4).
METHODS
A total of 25 physicians with Ն1 month of clinical experience in the medical ICU were recruited for participation in the study. Included were 15 medical residents (year 1, n ϭ 5; year 2, n ϭ 5; year 3, n ϭ 5), five fellows, and five attending physicians from the Division of Pulmonary and Critical Care Medicine at Tufts-New England Medical Center, a 450bed academic medical center. Physicians who completed a rotation in psychiatry of Ͼ2 months during their medical training or who reported routinely using a validated ICU delirium assessment tool in practice were excluded from the study. Each physician subject participated in two study phases that were conducted back-to-back on a single day: 1) a bedside evaluation of two medical ICU patients for delirium using the diagnostic method of their choice, and 2) after a teaching intervention focused on use of the ICDSC, an evaluation of two different medical ICU patients for delirium using the ICDSC was conducted. The study was conducted during weekday afternoons during a 2-month period starting May 1, 2006, with a maximum of two physician subjects being evaluated each day.
Patients evaluated as a part of the study were admitted to the ten-bed medical ICU at Tufts-New England Medical Center and were selected for evaluation by moving sequentially through the medical ICU until four patients were identified who were Ն18 yrs of age. Patients with a primary neurologic reason for admission (e.g., acute stroke) or who were experiencing acute alcohol withdrawal were excluded. Neither routine patient care nor the administration of sedation, analgesia, or psychotropic therapy, as prescribed by the patient's primary physician, were altered as a part of the study. Within 30 mins of each physician patient assessment, the patient's primary nurse and then a validated judge, consecutively, but independently, assessed each patient using the ICDSC. The nurse and validated judge used the ICDSC for all patient assessments; the physician subjects assessed patients using the ICDSC only after they received education on the use of this tool. The judge, an experienced critical care pharmacist, was validated to screen critically ill patients for delirium using the ICDSC through a previous multidisciplinary validation study that demonstrated a Spearman's Rho of Ͼ0.950 for each of the eight components of the ICDSC (6). During each delirium assessment, the physician subject and validated judge were each allowed to request additional patient information from the patient's primary nurse that had been derived during the previous 12 hrs.
Each physician subject received a one-onone educational intervention from the validated judge. This intervention consisted of a 20-slide multimedia presentation that reviewed sedation assessment using the Sedation-Agitation Scale and delirium evaluation using the ICDSC (3, 7). The presentation was adapted for use from another study in which it had been developed by experts in the field of ICU sedation and delirium assessment (6) . Each subject was provided with an ICDSC worksheet during the educational intervention for use during the two posteducation patient assessments. Informed consent was obtained from each physician subject in this institutional review board-approved study but was waived for patients because of the routine use of the ICDSC to screen for delirium in daily practice.
The delirium assessments for the two patients in each phase were averaged together for each evaluation and the kappa () statistic and 95% confidence intervals (95% CI) were used to estimate agreement for the presence of delirium between the different evaluating groups. All statistical analyses were conducted using SAS 9.1.3 for Windows (SAS Institute, Cary, NC).
RESULTS
A total of 25 physicians, with an average age of 31.6 Ϯ 5.5 yrs and men comprising 56% of the subjects, completed the study. Before the start of the study, 16% of the physician subjects stated they routinely screen their ICU patients for delirium; however, all reported using the Mini-Mental State Exam, rather than the ICDSC or Confusion Assessment Method for the Intensive Care Unit, and thus, none were excluded from the evaluation.
Overall, a total of 300 delirium assessments were conducted in 100 patients. Of these patients, 68% were mechanically ventilated in the cohort before physician use of the ICDSC (PRE) and 78% in the cohort after physician use of the ICDSC (POST). PRE-ICDSC, the validated judge identified delirium in five of 50 patients (10%) ( Table 1 ). The physician subjects and nurses correctly identified delirium in zero and four of these patients, respectively. POST-ICDSC, the validated judge identified delirium in 11 of 50 patients (22%), with physicians and nurses cor- 
DISCUSSION
This is the first study describing the effect of physician use of a validated delirium screening tool on their ability to detect delirium in the ICU. Agreement between physicians and both the validated judge and the patient's primary nurse changed from being nonexistent to substantial after physician use of the ICDSC. The results of our study are similar to nursing studies that have evaluated the effect of educational efforts focused on use of validated delirium screening tools (6, 8) . Given the low number of physicians who routinely evaluate their patients for delirium in the ICU and reports that identify physician buy-in to be a major barrier toward delirium screening by nurses, it is hoped that the results of our study will encourage physicians to participate more actively in delirium screening efforts (1, 4, 8) . Improving the ability of physicians to identify delirium is important given their role as the key decision maker in the ICU and the clinical challenges associated with managing delirium (2) .
Strengths of our study include the fact that every physician assessment was compared with ICDSC assessments by both a validated judge and the patient's nurse, that physicians with greater than usual experience in identifying delirium were excluded, and that the educational inter-vention used was developed by experts in delirium assessment and easy to administer. The fact that a psychiatrist did not function as the validated judge is a potential limitation of our study; however, a single, formally validated judge was used throughout the study, and the ICDSC has been shown in a number of reports to be a valid method by which to detect delirium by nonpsychiatric personnel (2, 9) .
The lower than expected incidence of delirium that was observed was likely attributable to the exclusion of patients for whom a false-positive diagnosis for delirium might occur (e.g., neurologic reason for admission), that nonintubated, and therefore less sick, patients were able to be evaluated, and that 22% of the patients were too sedated to be fully evaluated with the ICDSC (i.e., SAS Յ2) (2). The lower incidence of delirium identified in the PRE-ICDSC cohort by the validated judge compared with the POST-ICDSC cohort may have been attributable to the lower frequency of patients who were mechanically ventilated, although this difference was not statistically significant (p ϭ .26). It remains to be seen if the physician subjects changed their assessment practices knowing they were being evaluated (i.e., Hawthorne effect) or if their ability to identify delirium improved during the course of the four patients they evaluated as a part of the study. Given the fact that the effect of physician pedagogical interventions may be transient (10) , further investigations will be required to evaluate the sustainability of the benefit we observed.
Delirium screening is an essential component in the daily assessment of patient comfort in the ICU (2). Physicians' ability to accurately detect delirium in medical ICU patients improved significantly after use of the ICDSC, in conjunction with education supporting its use, and was associated with a high level of correlation compared with assessments completed by both a validated judge and the patient's nurse. Further studies will be required to investigate the long-term effect of this intervention and the effect of physician delirium assessment on patient outcome.
